Objectives: Study objectives were to investigate the prevalence and causes of prescribing errors amongst foundation doctors (i.e. junior doctors in their first (F1) or second (F2) year of post-graduate training), describe their knowledge and experience of prescribing errors, and explore their self-efficacy (i.e. confidence) in prescribing.
Introduction
Prescribing errors are known to account for a substantial proportion of all medication errors and are an important cause of harm to patients [1] , making them a priority area for patient safety initiatives. As the majority of prescribing in secondary care is undertaken by junior doctors, this group has been highlighted as a target group for educational interventions.
Two recent systematic reviews have reported on the prevalence of prescribing errors. However, both noted that a lack of consistency in study design, data collection methods and definitions of errors contributed to a wide variation in the error rates reported [2, 3] . Lewis et al. reviewed 65 studies of errors made by all groups of doctors and reported a median prescribing error rate of 7% (IQR 2-14) of items prescribed, 52 (IQR 8-227) errors per 100 admissions and 24 (IQR 6-212) errors per 1000 patient days [2] . Ross et al. reviewed 24 studies focussing on those doctors below consultant grade and reported an error rate of 2-514 per 1000 items prescribed and 4-82% of patients or prescription charts reviewed [3] .
More recently, the EQUIP study, conducted in 20 English hospitals (at the same time as the study reported in our paper), reported a prescription error rate of 8.9% for all medication orders [4] . The error rate amongst junior doctors in their first two years of postgraduate training (F1 and F2) was significantly greater (8.4% and 10.3% for F1 and F2 respectively), than that of their senior colleagues (5.9% for hospital consultants).
Although the majority of prescriptions are written by junior doctors, few studies have focused primarily on junior doctors and their prescribing errors. We undertook the PROTECT (PRescribing Outcomes for Trainee Doctors Engaged in Clinical Training) study, to inform the development and delivery of intervention studies aimed at improving prescribing by junior doctors in Scotland. The aim was to determine the prevalence and perceived causes of prescribing errors made by junior doctors, and describe their knowledge, experience of prescribing errors and selfefficacy (i.e. confidence) in prescribing. Self-efficacy is defined as people's beliefs about their capabilities to produce designated levels of performance [5] . For the purposes of this study, junior doctors were defined as doctors in either their first foundation (F1) or second foundation (F2) year of post-graduate training).
Methods

Design
A three-part mixed-methods design was used, comprising: an observational study of the prevalence of prescribing errors (Study 1); semi-structured interviews with foundation doctors who had made prescribing errors (Study 2); a cross-sectional survey of foundation doctors (Study 3).
Study 1 and Study 2
Participants and Setting. Studies 1 and Study 2 were conducted in a purposively selected sample of eight hospitals in Scotland. The participants were all grades of doctors prescribing in the study hospitals Recruitment of hospitals and wards. Hospitals employing at least 12 F1s were approached sequentially by email to Health Board Directors of Pharmacy, and Chief Hospital Pharmacist. Eight hospitals were recruited, comprising one teaching hospital (TH; hospitals directly affiliated with a medical school) and one district general hospital (DGH; hospitals not directly affiliated with a medical school) from each of the four postgraduate areas in Scotland. Consent to recruit hospital medical and pharmacy staff to the study was obtained from both the Medical Director and Chief Pharmacist for each hospital site.
The main researcher (CR) visited all hospitals to explain the study to pharmacy staff. All hospital doctors were informed of the study by their Medical Director. Foundation doctors joining the hospitals during the study period were informed of the study by their educational supervisors.
The study was undertaken in purposively selected wards in each hospital, to ensure inclusion of a range of adult medical, surgical, acute and long stay patients. For inclusion, wards had to have at least one prescribing F1 doctor and a routine clinical pharmacy service. Paediatric and obstetric units were excluded, as often F1 doctors do not prescribe in these specialities. Definitions. We adopted Dean's definition of a prescribing error: ''one which occurs when, as a result of a prescribing decision or prescription writing process, there is an unintentional significant reduction in the probability of treatment being timely and effective or an increase in the risk of harm when compared with generally accepted practice'' [6] . This definition excludes a number of behaviours such as prescribing a non-stocked medication and nongeneric prescribing.
Data collection: Study 1: Prospective observational study. Following a comprehensive pilot, data collection started in March 2010, and continued for 14 months, which permitted exploration of longitudinal trends during one complete training year and comparison across two foundation year cohorts. In each study hospital, data were collected from each participating ward/ unit for one week of each calendar month equating to a total of 28 ward weeks per hospital. As per usual local practice, ward clinical pharmacists reviewed prescription charts for possible errors and for study purposes, recorded data on: age, sex, allergy status, number of medicines prescribed, grade of prescribing doctor. For identified errors, the date, time, stage of patient stay and error details were recorded. Forms were returned to the researchers who categorised errors by type, based on a classification system derived from a combination of the literature and our previous work. (1, 6) Reliability of error reporting was checked in a 10% random sample of cases, with and without errors, by the main researcher (CR). Potential harm resulting from the errors was classified by the research team using the NCCMERP (National Coordinating Council for Medication Error Reporting) system [7] .
Data collection: Study 2: Interview Study. During each observation week in Study 1, all identifiable foundation doctors who had made an error were contacted by the ward pharmacist within 96 hours of prescription writing, given an information leaflet and invited to participate in a semi-structured interview about the error with the main researcher (CR). They were assured that all information would be treated in complete confidence. Contact details of those agreeing to participate and details of the error(s) were sent to the researcher. Interviews conducted either face to face, or by telephone, were recorded, transcribed, and analysed using content analysis. The types of errors and the perceived causes of errors were described using Reason's Model of Accident Causation and human error and errors described classified according to type (slip, lapse, mistake and violation) in line with the theory [8] . Full details of the process are reported elsewhere [9] .
Study 3: Cross Sectional Study
Participants and Setting. All F1 (n = 781) and F2 (n = 783) doctors working in Scotland in 2010 were eligible to participate.
Questionnaire development and administration. The questionnaire included questions on: doctor demography, space for description of an error made by the respondent (free text), scaled responses to a series of statements classifying the causes of that error (based on Reason's Model of Accident Causation and Human error [8] , and questions on self-efficacy in conducting various prescribing tasks e.g. deciding on the most appropriate dose, based on Bandura's Social Cognitive Theory [10] . Full details are reported elsewhere [11] . The questionnaire was piloted both as a paper version and as a weblink. The weblink was sent by NHS Education Scotland (NES) to middle grade doctors on our behalf. Both versions of the questionnaire were refined post pilot. The questionnaire was distributed at the beginning of training seminars organised for foundation doctors in each of the hospitals participating in Study 1. Questionnaires were also available to complete on line. All questionnaires had an initial screening question to minimise duplication across distribution methods.
Statistical power and analyses. We based our statistical power calculation for Study 1 on the following conservative estimates: wards have an average of 20 beds, the average patient stay is one week and each patient is prescribed an average of five medications. We estimated there would be 4,480 patients and 22,400 items prescribed in participating wards during the 14-month study period. With 22,400 items, the 95% confidence interval for a prevalence of prescribing errors of 15% is 14.5% to 15.5%.
The following analyses were conducted for Study 1: the overall prevalence of prescribing errors by doctors per medication item written, and per patient, by hospital type and by grade of doctor. The associations between the prevalence and number of errors with postgraduate training year were assessed using the MannWhitney test and Chi squared ((x 2 ) test. Poisson regression was used to identify independent predictors of error frequency with rate ratios (95% confidence intervals) being calculated. The models were then adjusted for year cohort, patient gender, and month of data collection, a measure of patient turnover, hospital type and ward type. For Study 2, the semi-structured interviews were analysed using content analysis and Reason's Model of Accident Causation and Human Error [8] . For study 3, the Chisquared (x 2 ) test was used to assess the association between the perceived causes of prescribing errors and year of training (F1 or F2).
Ethical approval. Approval for all aspects of the programme was granted by the North of Scotland Research Ethics Committee.
Results
Response rates
Ten hospitals were approached, and nine hospitals took part in the prevalence and interview studies; in one post graduate training area, two THs divided the data collection equally between them, to minimise the additional work for their pharmacists. Two hundred and one (90%) of the planned data collection weeks were completed. One hospital withdrew after six months of data collection. Of the remaining sites, five completed all 28 data collection weeks. A total of 4710 patients, and 44726 prescribed items were reviewed.
Pharmacists provided contact details for 54 doctors who had made an error; 40 doctors (31 F1s and 9 F2s) making one hundred errors were contacted and interviewed (14 face-to-face and 26 telephone). The remaining 14 doctors were either un-contactable, or when contacted, were unable to participate in the study, due to work or annual leave commitments. One interview accounted for 16 different errors (medicines prescribed for the wrong patient). Fourteen doctors were not interviewed due to their working schedules.
548 completed questionnaires were returned equating to 35.0% (548/1564) of the national cohort, and around 90% of those approached directly. The majority of respondents were F1s (64.4% (353)), female (58.9% (323)) and Scottish graduates (79.9% (438)). In the following sections findings from the individual studies are integrated under the study objectives. Full reports of all the findings from Study 2 and 3 are reported separately [9, 11] .
Prevalence of prescribing errors
Prescribing errors were found in 36% (1700/4710) of patient prescription charts and 7.5% (3364/44726) of items prescribed. The error rate per patient was significantly greater in THs (1083/ 2622 (41.3%)), than in DGHs (617/2088 (29.5%)) p,0.001). A similar pattern was observed for error rates by item ( Table 1) .
The most commonly encountered error type was medication omitted, 28.6% (963/3364) and this occurred significantly more frequently in THs (p,0.001)) ( Table 2 ). The omission of prescriber's signature and the use of an inappropriate abbreviation were encountered more frequently in DGHs (p,0.001). When considering the self-reported errors described by questionnaire respondents, the most frequently mentioned error type was omission of medication (24%).
With respect to error theory classification, slips (n = 222; 43.7%) and mistakes (n = 111; 21.9%) accounted for the majority of selfreported errors in the questionnaires. The same pattern was observed when the interview data was analysed with slips (n = 30; 30%) and mistakes (n = 18; 18%) being more common than lapses (n = 11; 11%) and violations (n = 6; 6%). For both the questionnaire and the interview studies, there were several instances where the error types, reported or observed, could not be classified according to HET (n = 111; 21.9% and n = 35; 35% respectively). This was largely due to a lack of information provided by the respondent, or the fact that the error observed was one which had originated from a different prescriber.
The majority of errors occurred at time of admission to hospital (1907; 56.7%) ( Table 3) . Significantly higher error rates were associated with being: in the first cohort of data collection (up to July 2010); on a surgical or mixed ward compared to a medical ward; in a TH compared to a DGH in a ward with a higher turnover of patients, and having a higher total of number of medications prescribed (Table 4) .
Comparison of error rate by doctor grade
F1s were responsible for half (51.3%) of all errors, but were also responsible for half (52.1%) of all prescribing. The resultant error rate for F1s was 7.4% per item prescribed, for F2s 8.6%, for staff grades 4.1%, for speciality trainees 8.8%, and for consultants 6.3% (Table 1 ). In the questionnaire, 514 (93.8%) foundation doctors estimated their daytime error rate; F1 doctors estimated a significantly higher error rate (median 6.7; IQR 2-12.4) than F2 doctors (median 4; IQR (0-10) (p = 0.002).
Perceived causes of error
In both the interviews and the questionnaire, doctors identified multiple contributory factors for each error. The most frequently mentioned error causing factor was the working environment (See Figure 1 ). This was exemplified by interviewees commonly citing workload and time pressures, and questionnaire respondents most commonly citing pressure from other staff, workload and being interrupted as the causes of errors. The main task factor identified by interviewees was poor availability of drug information at admission (often out of hours) but this was not as strongly reflected in the questionnaire responses in which the main task factor reported was lack of familiarity with the medicine. Team factors were also mentioned, including poor quality of drug information, and the number of different individuals (and teams) involved with a patient's care pathway; this was also reflected in the questionnaire responses where over a quarter of respondents cited inadequate communication as a causative factor. In both the interview and the questionnaire components of the study there was a strong assumption that other team members would intercept any prescribing errors. The majority of interviewees cited the pharmacist as their main defence for identifying errors and preventing them reaching the patient (Box 1). None of the doctors interviewed had reported their error through the hospital reporting system and the questionnaire responses confirmed that medical staff was unlikely to complete an error reporting form. Individual factors identified in the interviews were lack of knowledge/experience (126/504; 25%). Questionnaire respondents particularly highlighted tiredness and stress (230/504; 45.6%). The most frequently stated patient factor was complexity (e.g. polypharmacy) (113/504; 22.4%). Interviewees also indicated that they considered ''prescribing…. a low priority task -juniors should not change prescriptions made by other staff''.
Consequences of errors
In the observational prevalence study, 60% of errors reached the patient, of which less than 1.0% caused actual harm or required monitoring. Of the errors reported by the questionnaire respondents, 32.4% reached the patient, and 12.6% of these (4.1% of all errors) may have caused some harm to the patient. Applying the NCCMERP taxonomy [7] , 3.3% may have contributed to or resulted in temporary harm to the patient and required intervention, 0.6% may have resulted in prolonged hospitalisation and 0.2% in permanent patient harm. Referral to the General Medical Council and having to complete an error reporting form, were perceived as unlikely consequences of errors (Figure 2 ).
Self-efficacy (confidence in prescribing) (Study 3)
Both F1 and F2 doctors reported being confident in the physical aspects of writing prescriptions ( Figure 3 ). F1s had slightly less confidence in knowledge-based components, but nonetheless prescribing confidence was generally high. F2 doctors were significantly more confident than F1s in selecting the most appropriate dose, duration, timing and route.
Discussion
Main findings
Overall, 7.5% of prescribed items were associated with errors, affecting over a third of patients. Although error rates varied, error types were consistent across all doctor grades. Error rates for F1 doctors were significantly lower than F2s, but the highest error rate was observed for more experienced doctors in training, and lowest from those in staff grade posts. The prescribing error rate in District General Hospitals (DGHs) was significantly less than that in observed Teaching Hospitals (THs). Foundation doctors were generally both confident in their ability to prescribe and in their belief that if they made an error it would be picked up before it reached the patient. Challenges in the work environment were the most commonly cited reasons for error.
Strengths and limitations
Our mixed-methods approach has several strengths. Both observational and self-report data are subject to a range of biases and the broadly similar results from different approaches give us greater confidence in the validity of our findings. We also minimised the biases inherent to each method; the use of ward pharmacists for data collection minimised the Hawthorne effect [12] as the impact of additional clinical surveillance by an independent researcher was avoided [13] , and no new ward procedures were introduced. Doctors were interviewed as near to the time of their error as possible, thus minimising recall bias. The generalisabilty of the findings is strengthened by inclusion of a range of ward and hospital types from across Scotland and the use of a mixed approach to questionnaire distribution to maximise response rates. Furthermore the overall error rate reported in the current Scottish study is of the same order as that found in the recent EQUIP study undertaken in England [4] . The limitations of our study include variation in a clinical pharmacist's ability to identify errors, or to record all the errors identified, and the selfselected nature of those agreeing to be interviewed or return the questionnaire. Our initial power calculation was based on an estimated an error rate of 15% for 22,400 items. Whilst the actual error rate was lower than this (7.5%), the number of items was higher (44,726). A post-hoc sample size calculation gives a 95% confidence interval around the actual error rate prevalence of 7.3% to 7.7%..
Interpretation
Prescribing errors most frequently occurred at the time of patient admission, reflecting the known difficulties experienced in establishing a patient's current medication. While the Scottish Patient Safety Programme has already targeted medicines reconciliation [14] , the current data suggest that problems remain, although the slightly lower error rate for the later months of observation may reflect some improvements in this area. Interestingly, in the interview study, foundation doctors commented that the medicines reconciliation process was not well used by other hospital doctors. They also reported practical difficulties such as insufficient time to comply with the standard to use two reference sources to confirm a patient's current medications i.e. contacting other health-care professionals (e.g. general practitioners, community pharmacists). Although foundation doctors were aware of the existence of the emergency care summary (ECS), which contains this information, many stated that they were unable to access this information due to a hospital failure to supply appropriate passwords despite repeated requests. Although errors at the time of patient discharge occurred less frequently, doctors highlighted, in both interviews and questionnaire responses that they were under pressure to discharge patients quickly, despite having insufficient uninterrupted time to write the discharge prescriptions and lack of previous involvement in the patient's care.
Previous studies have emphasised the multifactorial nature of prescribing errors [1, 4, 15, 16] . A key finding from our results was that environmental factors, and in particular workload, interruptions, pressure from other staff, and a lack of time, are perceived by medical staff as major causes of error. This is supported by the higher error rate in teaching hospitals and wards with the highest turnover of patients. Differences between F1 and F2 doctors' responses to the questionnaire indicate that unlike initial lack of knowledge, these problems do not resolve with experience. Interaction between these environmental factors is likely to limit the reliability of observational comparison between different settings. For example, a recent UK study reported significantly higher error rates in medical versus surgical wards [17] , which is the opposite of our finding (Table 4) . This difference is probably explained by the fact that all of the medical wards in the previous study were acute medical admissions units. Nevertheless, like our study (Table 3) , they reported that omission of medicines on admission was the commonest type of error [17] . The difference in the setting may explain why the error rate in that study (14.7%) was almost twice as high as in our study or in EQUIP [4, 17] .
As our study shows, not all errors will result in patient harm; patient factors and checks within the system are all likely to affect final outcomes for the patient. However, given the volume of prescribing even a small percentage of errors that reach the patient is unacceptable in terms of population harm. As it is not possible to predict which errors will cause harm, the aim must be to minimise the prevalence of any error. To date, previous interventions to address prescribing errors have had mixed success [18] . This highlights the need for the adoption of a systematic approach to design an intervention, by following the Medical Research Council's framework for complex interventions [19] . This study is the first step of that process. On the basis of our findings an ideal intervention should address both the environmental and individual factors. One such intervention at ward level would be to change the ward environment to ensure that prescriptions could be written without interruption, especially on admission, as, in addition to enabling junior doctors to prescribe accurately, this might also persuade them that prescribing accurately was important and that errors were not acceptable or safe and enable them to resist interruption and pressure from other staff.
In this regard, the questionnaire responses demonstrated a high degree of misplaced confidence in prescribing skills amongst the respondents despite high error rates. Although junior doctors reported high levels of confidence about their ability to write safe prescriptions, our observational findings demonstrated that this confidence was frequently misplaced when operating within the current NHS environment, replicating the mismatch between confidence and competence found in other areas of healthcare [20, 21] . We believe that this is an issue that should be urgently addressed with better workplace feedback to individual doctors during the earlier years of postgraduate training and better aggregate reporting of errors to clinical groupings of junior and senior doctors. Much has been said about the poor knowledge and lack of preparedness for prescribing of new medical graduates [22] , with final year medical students and first year graduates medical graduates reporting a lack of confidence in their ability to meet GMC competencies, due to a lack of learning and assessment relating to prescribing [23] . This was reflected in both the interview and questionnaire findings. A combined intervention with training in error causation and avoidance using behavioural change techniques [24, 25] rather than focussing solely on knowledge may be the optimum approach.
Conclusions
Taken together with the EQUIP study, this work has confirmed a baseline prevalence of errors using a standard error definition. This will inform the overall design and scale of any subsequent intervention studies. We have also confirmed the multifactorial nature of error causation and quantified the major part that errorproducing conditions, unrelated to the individual prescriber, have to play in this.
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